History.-Six months ago: Onset of aching pain behind left eye, which later spread to left infraorbital region, left temple and left side of forehead.
This has persisted, but has been less severe recently. Six months ago: Onset of diplopia, and left eye turned inwards. Two and a half months ago: Vision of left eye became blurred, and this has become worse. "A mist gradually spread upwards over the left eye," so that now she can see things better above the horizontal than below. She has also had a feeling of tightness and numbness above the left eyebrow. The left upper lid has drooped during the past few weeks. She has had impaired hearing in the left ear, with tinnitus, but recently this condition has improved.
On examination.-A thin, middle-aged woman.
Cranial nerves: (1) Normal.
(2) Visual acuity: Right, A. Left, about #a (counts fingers). Visual fields: Right, full. Left, peripheral constriction when examined by confrontation tests with large white disc. The remaining field is more distinct above the mid-line than below. Optic fundi: Medial opacities prevent clear view of fundi; left optic disc slightly pale; right normal. Fundi otherwise normal.
(3, 4 and 6) Pupils of moderate size and equal in subdued light, almost circular. Left pupil fixed to light, consensual and direct. Left eye adducted and turned slightly down-wards; left-sided ptosis; slight left-sided exophthalmos.
(5) Left corneal reflex absent. Cotton-wool and pin-prick impaired over first division of left fifth nerve. Cotton-wool slightly impaired over second and third divisions of left fifth nerve. Jaw deviates to left on opening against resistance. Left masseter and temporal muscles weak and wasted slightly.
(8) Air conduction slightly reduced on left, but greater than bone conduction which is normal.
(9, 10) Normal. (11) Normal. (12) Tongue deviates to left when protruded (jaw deviates to left). Taste normal on both sides of tongue. Skiagram of skull: There is a large mass in the left middle fossa with a calcified wall, with erosion of the lateral wall of the sphenoidal sinus on the left (fig. 1) . The sella turcica appears to be normal.
DiCU8s8ion.-Dr. RUSSELL BRAIN said it was difficult to believe that there could be an aneurysm of the size of this tumour without a bruit being audible-at least to the patient. Had the possibility of hydatid cyst been considered?
Dr. MEADOWS (in reply) said that the lungs had been examined by X-rays and showed no evidence of hydatid cyst.
The PRESIDENT said that the diagnosis in this case seemed to rest largely on the interpretation of the skiagram; he had never seen anything like it. He agreed with Dr. Brain in being sceptical as to aneurysm, when there was only six months' history of such a large mass. Much smaller aneurysms-if this was an aneurysm-in the same place had caused symptoms long before six months. It seemed almost absurd to suggest neoplasm. The calcifications which he (the President) had seen were not so symmetrical as this. Aneurysm was not necessarily circular.
Mr. JEFFERSON said that he sympathized with the views expressed on this case, yet he strongly suspected that the tumour was an aneurysm, especially as it was exactly in the situation in which aneurysms were found. Massive aneurysms in the internal carotid had a way of blowing out into the middle fossa. He had seen larger aneurysins thani this, with a short history, but not calcified, which had come out into the floor of the middle fossa, almost to the greater wing of the sphenoid. In that type of aneurysm he did not think bruits were heard. This patient had slight exophthalmos on that side, and he (the speaker) had tried to see if it had opened up the sphenoid fissure. He had seen calcified aneurysms in this situation.
POSTSCRIPT.-Since the meeting, thorotrast has been injected into the common carotid artery for the purpose of carrying out arteriography. The aneurysmal nature of the mass was clearly demonstrated by an almost complete filling of the mass with the radio-opaque substance (fig. 2 ). Symonds, in February 1932, and April 1934, complaining of dragging of the left foot in walking. There is no family history of nervous disease except that one sister developed a neurosis and subsequently recovered. At the age of 13 years, extensive osteomvelitis in the left arm, with operative treatment, resulted in severe disability in movement of the left wrist. No history of encephalitis could be elicited.
In January 1]931 the left foot was noticed to become cramped and inverted whenever the patient walked any distance, and about this time the left hand was observed to make trembling movements when at rest. In June 1931 an involuntary turning of the head to the right was first noticed, and from that time disability has gradually increased. Since June 1933 the right foot has commenced to draw inwards in walking, so that now the patient can walk only a very short distance before cramped postures of the lower limb bring her to a standstill. The head is drawn to the right by a continuous spasm of all the muscles on the right side of the neck. The spasm shows irregular fluctuations which are now less noticeable than when first observed in 1932. The left upper limb is hypotonic at all joints, and the hand tends to assume an athetoid posture. Occasional involuntary movements, more rapid than athetosis, are observed. In walking the limb is extended. The left lower limb shows some contracture in flexion of the hip and some spasm of flexion of the hip and knee and inversion of the foot. This spasm is increased by movement and, like the torticollis, shows irregular fluctuations. Inversion of the right foot may be observed after exercise. The tendon-jerks are brisk and equal, with
